Primary excision of cutaneous melanoma
In their paper Murchie et al pose the question of whether it matters if the excision of primary cutaneous melanoma is performed in primary care by GPs. 1 We refute the conclusion that this is a way to expedite diagnosis or that it should lead to a change in guidelines. Their results should not be seen as providing commissioners with alternatives to referring all suspected melanomas for specialist assessment as recommended in current guidelines from National Institute of Health and Clinical Excellence and British Association of Dermatologists/British Association of Plastic Reconstructive and Aesthetic Surgeons updated last year. 2, 3 Eight out of 11 studies of skin cancer excisions showed that clearance is more adequately achieved by dermatologists/specialists.
The data from 1991-2006 predate guidelines and modern skin cancer services with 21% being excised by general surgeons and only 15% by dermatologists. This is not generalisable to the rest of the UK or to our current practice. From the same population we have audit data from 2009 that reflect a change in practice with the introduction of a modern skin cancer service based on national guidelines. This has reduced waiting times with a reduction in primary care excisions and increased roles for dermatologists. There were a total of 130 melanomas in Grampian, Scotland, in 2009. Dermatologists diagnosed 60 (46%), 43 (33%) by plastic surgeons, 22 (17%) by primary care, and 5 (4%) from other sources. Of the 22 melanomas excised in primary care, 16/18 were complete excisions. The remaining four melanoma specimens were incised, shaved, or curetted, in other words, incompletely excised. Dermatologists and plastic surgeons had complete excision rates of 84% and 89% respectively, excluding incision biopsies.
Of the 22 melanomas coming from to treat smaller well-defined basal cell carcinomas on trunk and limbs under LES/DES schemes subject to audit. However, we should reflect that melanoma is a potentially fatal cancer. Should it be treated on a casual basis by well-meaning generalists who are inevitably behind the curve on current best evidence? Most GPs will only see one melanoma every 3 or 4 years. Best clinical outcomes are achieved in specific areas (whether fitting IUCDs, administering cognitive behavioural therapy, or through paediatric heart surgery) by healthcare workers who practice to current best evidence in teams and are accredited and audited. This also applies to skin cancer. We believe that one study showing that GPs were capable of doing simple excisions (setting aside the above point about punch and incisional biopsies that may invalidate even this finding) gives no grounds to overturn the current status quo. We believe the emphasis instead should be to improve both patient education, as well as GP and other healthcare workers' lesion recognition skills to achieve earlier diagnosis and better outcomes in melanoma.
The direction of travel in skin cancer management is to develop integrated community-based services within an multidisciplinary team structure, that ensures clinical governance and enhances patient safety. Many excellent examples of this model already exist in the UK. 
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